Objective. To compare fibromyalgia (FM) and chronic non-specific low back pain (LBP) patients' narratives about symptom onset. This investigation aimed to better understand how patients with FM relate to their pain problem and the physicians in charge of making the diagnosis.
Introduction
Fibromyalgia (FM) is a chronic musculoskeletal pain disorder characterized by widespread pain. Patients also complain of fatigue and nonrestorative sleep, stiffness, memory or concentration problems, and mood disturbances [1, 2] . Representing 2-4% of the adult population, FM causes significant costs, including high rates of disability [3] . Numerous diagnostic-related and treatment issues have been raised, from genetic [4] and neurophysiological aspects [5] [6] [7] to the effectiveness of treatment, in particular medication [8] and multidisciplinary programs [9, 10] . There is no specific cure for FM; however, various studies suggest that FM patients might benefit from combined treatment approaches [7, 11] .
Studies investigating the subjective experience of FM patients stress the importance of the patients' illness beliefs [12, 13] and the value of creating meaning [14] . This label conveys information, but with little understanding of the underlying condition, and thus does not reduce the uncertainty of the patients' illness experience [14] . The question has been raised of the medicalization of symptoms as a social construction. This construction provides a medical nature to representations and practices that were not viewed as medical [15] . This redefinition affects how patients describe themselves as sick and how therapists view the disease [16] . Among musculoskeletal disorders, these issues pertain to FM but also to other syndromes lacking specific criteria, and in particular chronic non-specific low back pain (LBP) [17] . The representations of LBP patients about illness in terms of a long-lasting problem, weak beliefs about personal controllability, or low confidence in their ability to perform activities were identified as predictors of poor clinical outcomes [18] . Illness representations were also shown to be correlated with the impact of FM and to predict rehabilitation outcomes [19, 20] .
Furthermore, FM raises the question of stigmatization, that is, the process by which persons with a non-visible stigma pass from "normal" to "discredited" status when they disclose their condition [21] . The stigma often associated to emotional distress and the appeal of a medical diagnosis in such contexts has been underlined [22] . Greater levels of stigma have been associated with functional somatic syndromes than with conditions that have a clear medical pathology: when depression is coexisting with functional syndromes, others tend to attribute the individual's symptoms to emotional problems, whereas depression in the context of well-established medical conditions is seen as an understandable consequence of illness [23] .
The question rises of the specificities of FM patients' experiences as compared with other chronic pain syndromes. In this study, FM patients' narratives about symptom onset were compared with those of patients experiencing chronic non-specific LBP. Various symptoms of these disorders are common (e.g., fatigue, stiffness, and pain), and in less intense forms, they are universal experiences that are part of daily life, thus leading to the tendency to normalize these complaints [23] . Furthermore, various studies support the existence of central sensitization in both FM and LBP [11, 24] . Evidence-based guidelines for the management of FM and of chronic LBP stress the importance of a comprehensive assessment of the patient and of a patient-tailored approach [25] [26] [27] [28] . In this context, the investigation of how FM and LBP patients describe symptom onset should allow to better understand how these patients relate to their body, their illness and the physicians in charge of making the diagnosis and promoting or defending it.
Methods

Population
Participation was proposed to FM patients involved in a study assessing neurophysiological aspects. Patients were referred by their physicians to the ambulatory consultations of the divisions of rheumatology and of rehabilitation at the Geneva University Hospitals, an urban public and teaching hospital, which is the major primary care hospital for the area. The inclusion criteria were fulfilling the American College of Rheumatology (ACR) 1990 criteria for FM [1] . As FM mainly affects women, participation in the qualitative study was proposed only to female patients; 75 patients were contacted at the time of the recruitment in the neurophysiological study, and 56 patients accepted to participate.
Women suffering LBP were recruited from the same hospital consultations. The inclusion criteria was that LBP be the dominant symptom, persisting for >12 weeks. The exclusion criteria included pain in areas other than the lower back, or presence of an identified specific pathology (e.g., infection, tumor, osteoporosis, fracture, structural deformity, inflammatory disorder, radicular syndrome, or cauda equina syndrome).
This group was designed to serve for comparison purposes; thus, as is usually the case in qualitative studies, the number of participants was determined by the need to ensure a broad representation of women suffering LBP with differing ages, socioeconomic status, and origins, and thus to encompass the range of possible responses and to achieve theoretical "saturation" [29] . To ensure that a range of experiences could be investigated, a purposive sample has been selected, that is, participants were selected to provide additional insights, based on data already collected. Iteration between data collection, analysis, and development of categories continued until further observations provided no new information to further elaborate the categories [30] [31] [32] . A sample of 29 LBP participants allowed reaching the point where no new categories emerged from the analysis of the interviews. The higher number of FM patients is related to the fact that all patients enrolled in an ongoing neurophysiological study were invited to participate in the interviews. In the comparison group (LBP), the sampling procedure allowed to stop the inclusion when the goal of the sampling was reached.
The protocol conformed to the Helsinki declaration and was approved by the local Ethics Committee; written informed consent was obtained from all participants.
Procedure
Participants were questioned using standardized face-toface semi-structured interviews [33] . Open-ended questions elicited patients' representations of symptom onset, that is, their views on how their pain problem (FM or LBP, respectively) started, and of illness history. Questions explicitly addressed how the pain problem started, whether the pain problem was described as having started insidiously or disruptively. The interview also investigated their views on the circumstances surrounding the onset and the development of their pain problem.
An interview guide was developed including general topics about symptom onset. The topics were not addressed in a fixed order, although the opening question was always "Tell me about your fibromyalgia (low back pain, respectively), how did it start?" As the interview progressed, issues about the causes and consequences of the symptoms related to the diagnosis and the relationships with health care providers were addressed. Qualitative methods were chosen as the aim was to access the range of patients' views and to consider their way of thinking [34, 35] . Two experienced researchers, not involved in the patients' care, conducted the interviews that lasted 45-75 minutes, independently of the nature of the pain problem.
Analysis
The interviews were tape-recorded and transcribed. The transcripts were analyzed using a manual data-indexing technique to identify key themes [36] . The qualitative analysis began with individual readings by the two researchers working separately. The analysis continued throughout data collection and coding process, using the constant comparative method that consists of analyzing the interviews by comparing one response with earlier observed responses [37] . This was followed by a comparison of the readings, which were subsequently used to establish analytical categories. These categories served as the basis for a final grid, which was then used independently by the two researchers to analyze the transcripts to maximize theoretical sensitivity and rigor [32] . Using patient-generated data via the interviews and verification of interpretation using two researchers allowed for an assessment of trustworthiness [35] . In short, as for credibility, confirmability, and transferability, research methods were derived from previous comparable projects; familiarity with the culture and adequate understanding of participating groups of patients has been developed before the first data collection; and triangulation was used insofar as two investigators collected and analyzed the raw data so that findings emerged from consensus between investigators; a third investigator joined the multidisciplinary group (psychology, psychiatry, and internal medicine) to discuss and refine the final grid. Emergent findings were corroborated with existing theories and examined in comparison with previous research findings to assess the degree to which they were congruent with those of past studies. Finally, background data were provided to ascertain the context of study and to allow comparisons to be made.
Data from the interviews of FM and LBP patients were analyzed separately and then compared. To determine whether the two researchers rated the same categories, we completed the overall agreement between the two researchers by means of the Kappa statistics [38] . The evaluation of the overall agreement was performed on the final grid, which was completed by the two researchers who reassigned categories after the interviews and analyses were completed. The results of the separate analyses showed excellent between-raters agreement (K > 0.90). Disagreements were solved by consensus. The final grid provided a basis to compare the number of people mentioning the various categories [32] . This comparison allowed identifying dominant categories and dimensions. Chi-square tests for categorical and t-tests for continuous data were used to examine differences between FM and LBP patients on sociodemographic and pain characteristics.
Results
Sociodemographic characteristics of FM (N = 56) and LBP (N = 29) patients were comparable for age, marital status, origin, and education (Table 1) . Employment status showed significant differences (P < 0.01) with only FM patients being on disability. Pain duration was >5 years in the majority of FM (66.1%) and LBP (62.1%) patients. Mean present pain intensity on a 100 mm VAS was significantly higher in patients with FM than in those with LBP (57.3 vs 37.9).
Issues cited in the interviews of the two groups were organized into five main dimensions: 1) psychological problems; 2) somatic concerns; 3) occupational problems; 4) diagnostic and treatment issues; and 5) issues related to chronicity. These five dimensions regrouped the categories derived from content analysis ( Table 2 ). The categories covered the circumstances surrounding the onset and the development of their pain problem. These categories emerged from the patients' reconstructive narratives that mentioned events and perceptions reported as concomitant to symptom onset and early developments; this means that patients did not necessarily refer to causal factors nor distinguish between causes and consequences of their pain problem; they rather told the history of the problem.
Psychological Issues
These issues were of major importance in the responses of FM patients. Psychological distress was expressed as sadness/hopelessness related to pain onset. Distress was also described as a consequence of drastic changes, from a prior very intense lifestyle to a more passive one.
I raised three children and I worked and built a house at the same time . . . I took care of all the administrative part of the construction, the drafts, the design, everything . . . In 96, the factory where I was working closed. I carried on alone to manage the remaining stocks. They came one day to unplug the last computer . . . I've had the feeling that I was unplugged from a breathing-machine . . . Some patients mentioned violence and/or abuse during childhood in relation with pain onset. While a few FM patients alluded to abuse that could involve sexual harassment, two of them explicitly mentioned this type of violence. In the two LBP patients who mentioned violence or abuse, difficult daily life conditions and emotional deprivations were blamed. As more than one response was possible, the total is higher than 100%. * The response rates of LBP patients (inductively sampled) are provided for the sake of comparison. FM = fibromyalgia; LBP = low back pain.
In LBP patients, emotionally challenging events were almost never brought up. Psychological shock, prior hyperactivity, or sadness/hopelessness were never mentioned. Psychological distress, when mentioned, essentially referred to relational problems: Patients with LBP also referred to surgical procedures (particularly spinal surgery), but they mainly stressed somatic concerns expressed in terms of accidents or awkward movements triggering pain onset.
I slipped on a wet floor at work. I had stitches. It was in April. Then in December, I was on the scooter. It was the last day of my vacation. I was well rested, but I had an accident this day with the scooter. I was given crutches and that made me very bad back pain. I was doing too much with these crutches. (Patient 23, 56 years old, LBP)
Occupational Problems
A proportion of the responses in both groups referred to this dimension. Psychological issues and physical concerns were not absent from this dimension, but workrelated aspects were in the foreground. FM patients stressed aspects of burnout in terms of loss of working performance and of life disruption and put a lesser emphasis on the physical aspects of occupational problems:
The 
Diagnostic and Treatment Issues
Issues about the diagnosis were very frequent in the responses of FM patients. Delay, controversies, and other diagnoses before FM were described as an important matter of concern in these patients along with the feeling of not being taken seriously by the health professionals. But when the diagnosis is associated with confusion or anxiety, it no longer allows for a response to the subjective nature of pain and the doubts related to the absence of identification of a known disease and its treatment:
I've seen a rheumatologist who'd made a report for my doctor: he mentioned fibromyalgia. My doctor's telling me 'I'd like something else to break out and it wouldn't be that' . . . Because they say one can't do much and it cannot be cured [. . .]. The gynecologist also told me that. In the end, it sounds bizarre that everybody has such reactions. (Patient 9, 39 years old, FM).
Patients with LBP also raised treatment issues but mainly focused on treatment inefficacy and, to a lesser extent, to errors/delays in the treatment. Contrary to patients with FM, LBP patients did not raise issues related to the diagnosis, nor did they point to the feeling of not being believed in their responses to the question of how their LBP started.
Issues Related to Chronicity
A majority of patients expressed pessimistic views of their pain as a non-curable illness, with major consequences on everyday life. In patients with FM, the description of the illness also encompassed a pervasive process: FM was described as spreading as if it were an uncontrollable negative condition, following unpredictable patterns, and thus escaping understanding.
I had constant pain in the lower back for two or three years . . . pain was sometimes unbearable . . . and it grew up the spine to the neck . . . it lasted a few months. Then pain went down to the shoulders, to the shoulder blades, and after . . . progressively again, it went down to the arms, the hands and then to the legs Patients with LBP emphasized pain and its various effects. Although described as chronic and difficult to control, pain was not presented as diffusing all over the body. Contrary to patients with FM, pain was related to movements and body mechanics, and anchored in the back.
The first time I was forty-one . . . I was on vacation . . . I had pain for three days, and then it was over. I hurt so much I couldn't even sweep the floor . . . and from then on it started, it was about eight years ago. I remained stuck, 
Discussion
This study showed marked differences between FM and LBP patients in their subjective reports of symptom onset and presentation of pain complaints. Five dimensions were identified, encompassing categories of varying importance in the two groups. Psychological issues were predominant in FM patients, both as single events and long-lasting distress. Regarding somatic concerns, gynecological events were noticeably more specific to FM patients while LBP patients emphasized accidents and awkward movements, along with physical work conditions. Chronicity was a crucial issue with both groups expressing pessimistic views about the evolution of the pain problem. FM patients reported diagnosis as an area of major uncertainty in an illness perceived not only as evolving toward chronicity but also as spreading all over the body. These dimensions do not refer to symptom onset only but rather stress a global context including concomitant events and perceptions intertwined in reconstructive narratives where the identification of a factor as possibly causally related to symptom onset does not preclude the same factor of becoming a consequence of pain [39] .
Our results point to psychological distress described as concomitant to symptom onset. This mention was distinctive of FM patients who underlined events often having traumatic connotations. These events were not necessarily reported as causing pain but rather as belonging to the context of pain onset as concomitant or modulating factors. The question rises of a possible contradiction between the emphasis on these issues, and FM patients often described reluctance to address the psychological dimension of pain. Addressing this dimension may raise the fear of symptom psychologization [13, 23] . Psychological accounts of somatic symptoms can be perceived as referring to personal weaknesses and be associated with stigmatized conditions [40] . FM has been described as such a condition in a study investigating the prestige of 38 diseases in experienced and junior physicians. Lowprestige diseases were associated with no specific bodily location, an absence of objective signs, chronicity, and a so-called intemperate lifestyle. FM ranked worst, along with psychiatric problems and after hepatocirrhosis and acquired immunodeficiency syndrome [41] . This creates a tension in the patient-therapist relationship because the therapist may assimilate narratives of psychological events to emotional disturbances. The description of FM as an unpredictably spreading illness may reinforce the therapist's perception.
Diagnosis-related issues were also specific of FM patients' narratives. Diagnosis is a central concern referring to the need not only to legitimize symptoms but also to account for the changes in bodily perceptions and in everyday life. Symptoms can be assessed in the absence of any explanatory model, but their recognition refers to illness as socially constructed rather than as purely physiological [15, 40] . Our results stress the ambiguity related to FM diagnosis. Patients emphasized the reassurance related to being diagnosed or the anxiety related to an "empty diagnosis" [14] . Labeling the illness helps responding to the loss of credibility and the invisibility of pain [13] . However, this diagnosis identifies a condition without clear etiology and treatment. This label then also leads to a loss of status, which further contributes to the stigma associated to FM [16, 42] . These concerns were not salient in the responses of chronic LBP patients. However, LBP also raises visibility issues [17] . It may be that diagnosis does not play the same role in these patients. Our results pointed to diagnostic problems as related to treatment inefficacy and delay more than to credibility concerns, at least when LBP patients were asked to describe symptom onset.
The presentation of somatic problems in FM patients indicated specific narrative priorities. Notably, FM patients brought up events located in the reproductive organs and referring to beliefs relating to femininity and sexuality. These events were inserted into narratives that made public this intimate part of their body and also evoked traumatic situations. A substantial proportion of LBP patients highlighted mechanical aspects, a category of factors associated to symptom onset that was never mentioned by FM patients. This specificity of the pain complaint was also salient in the presentation of occupational problems: FM patients stressed psychological exhaustion while LBP patients rather mentioned the wear and tear of the body.
A selection bias may have occurred as patients were selected from treatment programs, and individuals who were not receptive to interviews may have expressed other beliefs about symptom onset. FM patients reported longer pain duration and higher pain intensity. Yet both groups experienced chronic symptoms, and the large majority had been suffering for >5 years. FM patients also reported more important consequences on their work status with only FM patients being on disability pension; however, LBP patients described more often their work position as housewives. This may be a gender-related characteristic of our sample, whereas studies including male LBP participants often underline the professional impact of the pain problem. This raises the question of the generalizability of the results to other patients and contexts. The data showed important variations, but content analysis allowed reaching theoretical saturation. Furthermore, the sample characteristics in terms of pain intensity and duration make it likely that the results can be transferred to other clinical settings addressing secondary care of patients possibly eligible for self-management programs.
Guidelines for the management of FM and of chronic LBP advocate a comprehensive assessment of pain, function, and psychosocial aspects. Our results suggest that the patients' representations of symptom onset should be considered. Patients' representations such as diagnosticrelated issues in FM patients and their experiences of treatment efficacy may be susceptible to be addressed and modified. There is some evidence that addressing FM patients' representations and expectations regarding symptom control and physical therapy is associated with a significant increase in the patients' psychological wellbeing and satisfaction [20, 43] . There is also evidence that patients' representations play a role in treatment adherence in various health problems including depression [44] and chronic pain [45] .
Addressing patients' representations may help tailoring the treatment to the individual's needs. Targeting activity pacing and realistic goal setting might help improving feelings of distress related to prior hyperactivity and present overwhelming fatigue. As it has been described in LBP patients, some patients with maladaptive or countereffective illness perceptions may require more help than others with making sense of medical advice and prescribed treatment [18] . In the same line, pessimistic views about the evolution of the pain problem also raise the issue of pain catastrophizing and may require to be specifically addressed. The results also showed that a basic question investigating symptom onset allowed a large access to the patients' representations, provided that patients were given enough time to elaborate on their views and experiences. Indeed, patients considered various factors as contributing or modulating symptom onset; even when pain was described as having insidiously spread over the body, FM patients proposed an event or a series of events accounting for the progressive onset of the illness.
Conclusion
Our results point to marked differences in the report of symptom onset and in the presentation of the pain complaint. Patients with FM emphasized issues related to medical and social legitimacy. Another salient feature of their narratives is their high psychological load, expressed through psychological factors associated to symptom onset; it is also conveyed by the often dramatic connotation of these narratives, underlied by feelings of loss of control. In contrast, patients with LBP stressed overload and wear and tear, raising the idea of the body as a worn-out but repairable machine. Considering and discussing patients' perceptions may contribute to the definition of realistic and meaningful treatment goals.
